INTRODUCTION
Childhood Trauma is defined as an adverse early life experience, including physical, emotional, sexual abuse and general traumatic experience. 1 Experiencing childhood trauma is associated with difficulties, such as depression, anxiety, substance abuse, and even suicide, in adolescence, young adulthood or later life. 2 Early studies on childhood trauma focused on sexual abuse and its consequences, which include interpersonal conflicts or Borderline Personality Disorder. 3 Yet, other forms of abuse are also important in understanding the mental health. Physical abuse has effect on many areas from psychological adjustment in everyday life to suicidal behaviors. 4 In a recent study, emotional neglect was also related to suicidal ideation and suicidal behaviors. 5 In addition to abuse, general trauma, such as natural disaster or family bereavement, can also be a cause of posttraumatic stress disorder (PTSD) or depression. 6 In spite of the significance of trauma, recalling traumatic events without specific forms of questionnaires could limits the range of traumatic events. 7 For this reason, a structured and comprehensive tool for measuring traumatic events is needed to understand patients' symptoms better. 8 There are a number of instruments that assess the childhood trauma, with each of these measuring somewhat different dimensions with a wide range of psychometric properties. Some are clinician-administered assessments, while others are self-administered reports. 9, 10 Some focus on the limited dimensions of trauma, such as sexual abuse, whereas, others include a wide range of abuse, but not general trauma. 11 As mentioned above, a wide range of traumatic events influence individual's clinical symptoms, and in this matter, a comprehensive measurement can be useful in this field.
The Early Trauma Inventory (ETI), one of the trauma measurements, is a semi-structured interview, which assesses the four domains of physical, emotional, sexual abuse, and general traumatic experience, and then addresses the most serious trauma in an additional question. 1 For each item of the ETI, an interviewer has to assess the frequency of abuse/trauma by the developmental stage, the onset and termination of abuse/ trauma, and the perpetrator/cause of the abuse/trauma. The ETI is a comprehensive assessment tool that has good psychometric properties. However there are some limitations to the ETI: 1) It takes an hour, 2) responders could avoid reporting their experience face to face, and 3) trained staffs are needed to administer it. Due to these limitations, a self-report version of the ETI was developed, and then a shortened version of the ETI-SR was also introduced. 12 The Early Trauma Inventory Self Report-Short Form (ETISR-SF) consists of 27 items in the four domains of physical, emotional, and sexual abuse, as well as general trauma. It categorically assesses the existence of these events before age 18.
To date, there have been no studies validating this scale with the Korean samples. It is necessary to comprehensively assess the personal traumatic events in both the clinical setting and in research. Therefore, in the present study, we primarily examined the psychometric properties and factor structures of the Korean version of the ETISR-SF, using a community sample and a clinical sample.
METHODS

Participants
The participants consisted of 97 people without any psychiatric history, and 207 out-patients who visited the Depression Center. They were enrolled in the Depression Center Research Project, and have been interviewed by trained clinical psychologists. They completed a 30-minute self report. Additionally, the data from 69 college students were collected to examine the test-retest reliability.
The community sample consisted of 97 people (30 males, 67 females) who enrolled in the study through advertisements. Among the clinical sample, 121 (58.5%) participants were primarily diagnosed with major depressive disorder, 17 (8.2%) with depressive disorder not otherwise specified, and 6 (2.9%) with dysthymic disorder. Twelve (5.7%) participants had bipolar disorder, most recent episode depressed, and 33 (16%) were diagnosed as having anxiety disorders. Seven (3.4%) participants had adjustment disorder and the remainder included 4 patients with Undifferentiated Somatoform Disorder, 2 with alcohol problems and 1 with an eating disorder. The remaining 4 participants were only given secondary diagnoses, two of which were major depressive disorder, one bipolar disorder not otherwise specified, and the other bipolar II disorder. Secondary comorbid diagnoses included depressive (7%), anxiety (13%), alcohol (2%), and eating (2%) disorders. Among the additional data from 69 college students (21 males, 48 females), the age range of the students was between 19 and 29 years (M=21.59, SD=0.464).
Measures
The Early Trauma Inventory Self Report-Short Form 12 The ETISR-SF is a 27-item questionnaire, used for the assessment of physical, emotional, and sexual abuse, as well as general traumatic experience that may have occurred before the age 18. Each of the items is answered 'yes' (coded as 1) or 'no' (coded as 0). There are an additional three items, which are at the end of the questionnaire. One of these asks the subjects to choose the one event that had the greatest impact on his or her life, and the other two items measure the subsequent reactions, i.e. fear or depersonalization. The research team of a previous study initially translated the ETISR-SF into Korean by the original authors' permission, and through the back-translation, any ambiguous or mistranslated words were modified by a bilingual expert in the medical research area.
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Childhood Trauma Questionnaire-Short Form 13 The CTQ-SF is a 28-item retrospective self-report questionnaire with strong psychometric properties for community and treatment samples. It is widely used because it focuses on well-known childhood abuses and neglect. It assesses five dimensions of childhood maltreatment: physical abuse, emotional abuse, sexual abuse, physical neglect, and emotional neglect. Item response categories are scored from 1 to 5 (never true, rarely true, sometimes true, often true, very often true). We used a Korean version of the CTQ-SF. 14 The internal consistency of the Korean version of the CTQ-SF was 0.79 and the test-retest reliability was 0.47 to 0.89, among the sub-factors, which were a little bit lower than the test-retest reliability of the original version (0.79-0.81). 13 
Beck Depression Inventory
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The BDI is a 21-item questionnaire designed to assess the degree of depressive symptoms present over a 1-week period. We used a Korean version of the BDI. 16 
Beck Anxiety Inventory
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The BAI is a 21-item instrument to measure the severity of anxiety symptoms. Each item is rated on a four-point Likerttype scale, ranging from 0 (not at all) to 3 (almost always). We used a Korean version of the BAI.
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Procedure
The ETISR-SF was administered to 97 healthy controls and 207 out-patients, all of whom gave informed consent. To examine the convergent and divergent validity of the ETISR-SF, all participants also completed the CTQ, BDI and BAI. Psychiatric diagnoses were based on the full version of Mini-International Neuropsychiatric Interview (MINI), for the purpose of establishing a Diagnostic and Statistical Manual of Mental Disorders 4 th edition (DSM-IV) diagnosis. 19, 20 The study was approved by the Institutional Review board of the Samsung Medical Center.
Additionally, the ETISR-SF was administered to 69 college students to examine the test-retest reliability. The students also gave their informed consent. The test-retest interval was three weeks.
Statistical analyses
Confirmatory factor analyses (CFA) were conducted with Mplus 6. We used the weighted least-square with the mean and variance (WLSMV) correction estimation method, which is appropriate for the binary data. To evaluate the goodnessof-fit of the CFA models, we selected multiple indices, including the Tucker-Lewis index (TLI), 21 the comparative fit index (CFI), 22 and the root mean square error of approximation (RMSEA). 23 TLI and CFI values close to 0.95 indicate a good fit, 24 and RMSEA values of less than 0.05 indicate a good fit, with values between 0.05 and 0.08 indicating a reasonable fit. 25 To test the internal consistency, Cronbach's alphas were calculated, and in order to examine the group differences, ttest was used. To examine the convergent and divergent validity of ETISR-SF, we calculated Pearson correlations with several measures, including CTQ-SF, BDI, and BAI. We used SPSS 17.0 to analyze the descriptive statistics, internal consistency, test-retest reliability, and validity.
RESULTS
Factor structure
To test the stability of the factor structures of the ETISR-SF with a Korean sample, we conducted CFA on the whole data, including a community sample, to generalize the results. As a result, the goodness-of-fit indices for the Korean version of the ETISR-SF indicated that the data fitted well to the fourfactor structure model of the original scale [χ 2 (351, n= 304)=3374.025, p<0.001, TLI=0.969, CFI=0.972, RMSEA= Descriptive statistics, internal consistency, and test-retest reliability Table 2 presents the frequency of each traumatic event, item-total correlation, Cronbach's alphas (minus item), and correlations with CTQ total. The most terrifying event question results are shown in Table 2 . Participants reported that the most significant event was on the physical abuse subscale: their being 'slapped in the face' . The 'parents failed to understand your needs' item in the emotional abuse subscale, and the 'serious injury/illness of parent' in the general trauma subscale were recorded, as the second and third most terrifying events. Table 3 shows the group differences in each domain and total scores. Compared with the community sample, the clinical sample scored higher on the ETISR-SF total and its Additionally, the coefficient alpha for the entire scale was high (0.869), and the alphas of the subscales were adequate to high (0.667 to 0.832). We also calculated Pearson correlations among the subscales of the ETISR-SF for each group. As presented in Table 4 , the correlations between the ETISR-SF total and its subscales were moderate to high.
The ETISR-SF total and its subscales demonstrated high test-retest reliabilities over a three week period. All subscales were temporarily stable.
Convergent and divergent validity
To examine the convergent and divergent validity of the ETISR-SF, we calculated Pearson correlations with several measures, including CTQ-SF, BDI, and BAI. As shown in Table 5, there was a strong correlation between the ETISR-SF total and the CTQ-SF total. In addition, the physical, emotional and sexual abuse subscales of the ETISR-SF showed the highest correlations with the physical, emotional, sexual abuse subscales of the CTQ-SF, respectively, indicating that the ETISR-SF total and its subscales have a good convergent validity. The correlation between ETISR-SF and the BDI was lower than the correlation between ETISR-SF and CTQ-SF, and the correlation with the BAI showed similar results, which suggest that the divergent validity of the ETISR-SF is good.
DISCUSSION
The study aimed to examine the factor structure and the psychometric properties of the Korean version of the ETISR-SF in nonclinical and clinical samples. Our findings show that the Korean version of the ETISR-SF is a reliable, and is a valid Confirmatory factor analysis, using a whole sample, showed that our data fit well to the four-factor model originally suggested. The ETISR-SF showed high levels of internal consistency within each domain. Most items were significantly correlated with the CTQ-SF total score, and each domain of EITSR-SF showed the highest correlation with the related trauma domain of CTQ-SF, demonstrating the convergent validity of the measure. The relatively higher correlation between the physical domain and the emotional domain can be understood by the fact that these two kinds of abuse tend to occur simultaneously. 26, 27 The test-retest reliability of the Korean version of the ETISR-SF was slightly lower than that reported using the clinician-administered ETI in the previous study of which the test-retest reliability was 0.91. 1 In the previous study, however, the test-retest reliability of the general trauma factor (r=0.51) was lower than the other factors (r-range=0.97-0.99), showing that recalling the general trauma was relatively unstable. In our study, all subscales were temporarily stable.
The ETISR-SF has shown relatively lower correlations with the measurement of depression and anxiety than with the CTQ-SF, which suggests that the instrument measures perceived traumatic experience, rather than assessing the clinical symptoms. However the correlations with depression or anxiety were still significant, which indicates the relationship between early trauma and clinical mood symptoms in adulthood. In fact, perceived early traumas were found to be significantly associated with individual's mood symptoms in the previous study. 5 It is well-known that people with many psychiatric problems, not just with PTSD, tend to report more traumatic events in their early lives. 28 In the present study, the clinical sample scored significantly higher than that of the community sample, in each domain. The same aspect was presented in the original ETISR, in which the depression group scored approximately twice as much as the healthy subjects. In the original study, the score was doubled in the PTSD and borderline personality disorder groups, compared with that of the Depression group. 1 When additionally analyzing the group difference between the normal control and the depression groups, total scores of the depression group were approximately twice as the scores of the normal control, which seems similar to the original group difference.
The participants in the study were drawn from a clinical setting that is specialized in depression. The data, therefore, mainly included people with depression and anxiety, and there were no PTSD patients in our study, which could be a major limitation. However, a simple comparison between the clinical and community groups does have some implication, in terms of highlighting the importance of understanding the childhood trauma. The second limitation of the study is that the test-retest reliability, which was measured only among the college students. The lack of test-retest reliability between mood episode and remission period in the clinical sample is another limitation because recalling early trauma can be affected by mood symptoms not just by memory itself. Lastly, the limitation of a cross-sectional study should be noted. The traumatic events reported by patients are perceived events, rather than facts. Future studies should include various clinical groups and assess the groups' differences. The prospective studies need to be performed to measure the actual traumatic events, and not just the perceived ones. Test-retest also needs to be measured among clinical samples, with or without mood symptoms, as to assess the effect of mood on the traumatic memory recall.
